and Archibald (1925) (2) cases with large apical cavities, and (3) cases with active tuberculous disease of a major bronchus. In the first group the main argument against pneumothorax lies in the extent of the disease and the certainty that, even in the event of pneumothorax being initially successful, healing will be accompanied by fibrous change and lung shrinkage of such a degree that either re-expansion will fail to take place or will take place only at the expense of mediastinal shift and over-distension of the opposite lung. Should one decide to accept the displacement of the mediastinum and the over-distension, is the heavily scarred and relatively functionless lung worth the price ? I think most of us will agree now that primary thoracoplasty is the answer in these cases, especially when we reckon in also the high incidence of extensive pleural adhesions and accompanying effusion. Similar arguments hold good in the second group, those showing large apical cavities. Here the emphasis is perhaps more on the possible pleural complications, which we know to be high. Apical cavities of any degree are usually surrounded by adhesions and require separation not only from the lateral chest wall but usually also from the thoracic dome and the mediastinum. with the tattered and cavity-riddled lungs, the empyemata, the broncho-pleural fistulae?and with these he proved himself. I do not think that we need hesitate now to ask him to do a primary thoracoplasty : the main beneficiary of our action will be the patient.
